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Methods
We performed a randomized, controlled trial that involved patients who had had back pain for at least three weeks but less than six months. We screened 1193 patients; 178 were found to be eligible and were randomly assigned to treatment groups; 23 of these patients subsequently dropped out of the study. The patients were treated either with one or more standard medical therapies (72 patients) or with osteopathic manual therapy (83 patients). We used a variety of outcome measures, including scores on the Roland-Morris and Oswestry questionnaires, a visualanalogue pain scale, and measurements of range of motion and straight-leg raising, to assess the results of treatment over a 12-week period.
Results Patients in both groups improved during the 12 weeks.
There was no statistically significant difference between the two groups in any of the primary outcome measures. The osteopathic-treatment group required significantly less medication (analgesics, antiinflammatory agents, and muscle relaxants) (P< 0.001) and used less physical therapy (0.2 percent vs. 2.6 percent, P<0.05). More than 90 percent of the patients in both groups were satisfied with their care. the treatment of low back pain in the general population or that osteopathic treatment leads to less overall use of medication. The authors' strict eligibility criteria resulted in the exclusion of 82 percent of patients who presented with back pain. For example, patients were included only if they had a lesion that could be manipulated -a criterion that may have resulted in a strong response bias in favor of osteopathic treatment. Another issue involves the level of pain and disability at the beginning of the trial. The initial median Roland-Morris scores corresponded qualitatively to "little pain," and most patients did not complete the entire treatment protocol. 1 These two factors suggest that the patients selected for the study had minimal dysfunction, raising the question of whether the sample was truly representative of the population of patients with chronic low back pain.
Conclusions
To the Editor: There may have been problems with all the outcome measures that Andersson et al. used. 1, 2, 3 Though it seems highly plausible that a visualanalogue pain score would reflect the severity of pain, patients may be subconsciously answering a different question. When patients are asked to score the severity of pain at the beginning of a trial, the score is much more closely correlated with the recent tendency for the pain to improve or worsen than with whether it is relatively mild or severe. After treatment, the score is more closely correlated with the degree of handicap, in the sense that patients judge whether their pain has been reduced sufficiently to allow them to return to work, and this depends more on the demands of their work than on the level of residual pain. In general, the Roland-Morris and Oswestry questionnaires reflect the degree of disability and handicap rather than the degree of impairment (i.e., functional or structural abnormalities) and are criticized because of their relative complexity and the difficulty of interpreting the final scores.
Andersson et al. seem to have measured spinal flexion and extension with equipment similar to that which my colleagues and I used in our study, 3 but we recorded the results as sagittal lumbar mobility, sacral tilt, lordosis, and the touch-toes gap (the distance between the fingertips and the floor when the patient bends forward and downward as far as possible without bending the legs). Despite their promise as outcome criteria, they proved almost useless. As for straight-leg raising, it is a better measure of impairment due to a prolapsed intervertebral disk with nerveroot compression than of the more common forms of back pain.
Andersson et al. did ask patients to indicate their back pain on a drawing of a person but apparently did not repeat this at follow-up visits. We found that changes in the area of the low back pain and the extent of leg pain were the best indicators of a general response. and physical therapy are all tools to be used in the total care of a patient. We osteopathic physicians know when to use spinal manipulation and when not to use it. Unfortunately, allopathic physicians have never been exposed to the benefits of manual manipulation and thus tend to belittle the practice, believing that the benefit is obtained only because we touch our patients. We are proud of our tradition of providing high-quality medical care, with or without the use of manipulation.
Osteopathic physicians are not becoming more allopathic; rather, allopathic physicians are becoming more osteopathic. The holistic approach with an emphasis on prevention has always been part of the osteopathic tradition. This is reinforced by the fact that 60 percent of our graduates are in primary care and are providing care in rural and impoverished areas of the country. 1, 2 The distribution of allopathic physicians is more widespread than that of osteopathic physicians, for at least two reasons. First, there are 6.5 times as many allopathic medical schools as osteopathic medical schools, and most of the osteopathic medical schools and residency programs are located in the Midwest or Northeast. As we all know, most graduates stay in the geographic area in which they were trained. Second, there are many more allopathic physicians than there are osteopathic physicians -allopathic physicians constitute 95 percent of U.S. physicians.
It is offensive to imply that persons apply to osteopathic medical schools only after allopathic medical schools have rejected them. Those of us who still remember the process of applying to medical school recall that we applied to many schools, maybe 10 to 20, all at the same time, using the "match" system. The school with which one was matched was the school one attended. Since there are fewer osteopathic than allopathic schools, the average applicant may apply to only five schools of osteopathy. Thus, statistics may account for the differences in the ratio of applicants to those admitted.
In regard to board examinations, allopathic physicians have looked down on osteopathic physicians for years, and the latter were not allowed in most allopathic graduate programs until recent times. If one was not in an allopathic program, one could not -and still cannot -take the certifying examination of the American Board of Internal Medicine. In the early 1980s, osteopathic physicians filled the vacancies in allopathic programs that were passed over by allopathic physicians because they were the weaker programs. This changed in the late 1980s, but allopathic physicians still quote the 1988 board-passage rates as gospel. 
The authors reply:
To the Editor: My colleagues and I appreciate the thoughtful comments of Oppenheim, Cherkin, Foster et al., and Sweetman. Oppenheim correctly points out that because we did not have a placebo group, we do not know whether any treatment was better than no treatment at all. We certainly recognize this issue and addressed it in our article: "Because of the study design, we cannot determine whether the results reflect the natural history of subchronic-to-chronic low back pain or were modified by either standard or osteopathic care." We then explained why we decided against using a placebo or nontreatment group. We still do not believe that it is possible to prevent self-care, which in our opinion is an intervention. In the study by Cherkin et al., 1 an educational booklet was provided. Although I have not seen the booklet, it would be surprising if it did not contain information that should be considered as an intervention. Carey et al. 2 made no attempt to influence the practitioners' decisions about treatment. To my knowledge, all patients received treatment. Studies of the natural history of subchronic-to-chronic back pain suggest that the improvement rates are slow, but the data are weak.
Cherkin discusses the cost issues. We did not conclude that osteopathic care was less expensive than standard care. In fact, we stated, "Because of the study design, we could not determine differences in cost between treatment groups." The last sentence in the article states that osteopathic manipulative treatment "deserves careful examination through a formal cost-benefit analysis." This is still our opinion.
Foster et al. suggest that the requirement that the patient have a lesion that could be manipulated introduced a response bias. We respectfully disagree. We believe that it would be inappropriate to include in a study patients who, from the outset, would not be considered candidates for the therapeutic alternatives to be evaluated. As it turned out, no patients were excluded from our study because they did not have manipulable lesions. We agree that our sample was carefully selected and that the level of pain was generally not severe.
Sweetman discusses the choice of outcome measures. It is difficult to select outcome measures for studies of back pain. We chose a large number of measures, some of which involved similar effects. Since all outcome measures showed improvement and since there was no difference between the groups, we were probably measuring similar effects with all our instruments. We recorded information about the area of low back pain and the extent of leg pain at the final visit.
There is an error in Table 1 Engaged in a complete practice of medicine, the osteopathic profession does not need to limit itself to filling a gap. Osteopathic medicine is a branch of medicine in which the patients are considered in an ecologic context, and the full range of diagnostic and therapeutic options are available to patients. A primary emphasis is placed on the role of the neuromusculoskeletal system in health and disease. Osteopathic manipulative treatment is a key tool used for the diagnosis and treatment of medical, primarily musculoskeletal problems. 
